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Update Alert 3: Masks for Prevention of Respiratory 
Virus Infections, Including SARS-CoV-2, in Health Care 
and Community Settings 

This is the third update alert for a living rapid review on 
the use of masks for prevention of respiratory virus infections, 
including severe acute respiratory syndrome coronavirus 2 
(SARS-CoV-2), in health care and community settings (1). 
Searches were updated from 3 August to 2 October 2020 
using the same search strategies as the original review. The 
update searches identified 407 citations. One study (2) on the 
use of masks and SARS-CoV-2 infection in a community set- 
ting and 2 studies (3, 4) in health care settings were added 
(Supplement Tables 1-3). 

The evidence on mask use and risk for SARS-CoV-2 infec- 
tion in community settings was previously assessed as insuffi- 
cient on the basis of 1 study with methodological limitations 
(5). A new case-control study in Thailand enrolled asymptom- 
atic contacts of patients with coronavirus disease 2019 
(COVID-19) from 3 large community clusters (211 case pa- 
tients and 839 uninfected control participants) (2). Wearing a 
mask all of the time versus no use was associated with de- 
creased risk for SARS-CoV-2 infection after adjustment for 
age; sex; exposure to contact; sharing of dishes, cups, or cig- 
arettes; and handwashing (adjusted odds ratio [OR], 0.23 
[95% Cl, 0.09 to 0.60]). However, inconsistent use was not 
associated with decreased risk (adjusted OR, 0.87 [Cl, 0.41 to 
1.84]). Mask type (medical mask only, nonmedical mask only, 
or both) was not independently associated with risk for SARS- 
CoV-2 infection (P= 0.54). Methodological limitations in- 
cluded potential recall bias. In addition, data were missing or 
had potential discrepancies and control for exposures was 
limited. Therefore, the strength of evidence for mask use and 
risk for SARS-CoV-2 in community settings remained insuffi- 
cient (Supplement Table 4). 

The evidence on mask use and risk for SARS-CoV-2 infec- 
tion in health care settings was also previously assessed as 
insufficient on the basis of 1 study with methodological limi- 
tations (6). Two new studies reported on mask use in health 
care settings (3, 4). One cohort study (n = 903) of hospital 
health care workers in Italy exposed to a patient with 
COVID-19 reported an imprecise estimate, with no statistically 
significant difference between mask use (FFP2 or FFP3 [equiv- 
alent to N95 or N99] or surgical mask) versus no mask use and 
risk for COVID-19 (adjusted OR, 1.6 [CI, 0.9 to 2.9]). Use of an 
FFP2 or FFP3 mask versus a surgical mask was associated with 
increased risk for COVID-19 (adjusted OR, 7.1 [Cl, 3.0 to 
16.7]) (4). A case-control study of hospital physicians in Ban- 
gladesh (98 case patients with COVID-19 and 92 control par- 
ticipants) also reported an imprecise estimate for medical 
mask use versus no mask use and risk for COVID-19 (adjusted 
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OR, 1.40 [Cl, 0.30 to 6.42]). However, N95 mask use versus no 
mask use was associated with decreased risk for COVID-19 
during aerosol-generating procedures (OR, 0.37 [Cl, 0.16 to 
0.87]) (3). Both studies had serious methodological limita- 
tions, including potential recall bias and data discrepancies. In 
addition, 1 study (4) controlled only for age, and it was un- 
clear what confounders were controlled for in the other study 
(3). Therefore, evidence for mask use versus nonuse and com- 
paring masks types in health care settings remained insuffi- 
cient (Supplement Table 4). There were no new studies on the 
effectiveness and safety of mask reuse or extended use. 
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